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TO THE EDITOR:
Young et al’s article, “Perspectives
on Quiet Quitting in Family Medicine
Residency Programs,” is a valuable and
timely starting point for a much-needed
conversation about engagement, morale,
and sustainability during residency.1

We appreciate the authors’ attention
to these issues and agree that their
findings underscore the importance of
clearly defining quiet quitting. To ensure
appropriate responses and meaningful
structural change, however, greater
precision is needed in interpreting their
data and conclusions, particularly to
distinguish quiet quitting from burnout,
and academic or performance difficulties.

Quiet quitting is commonly under-
stood as a deliberate choice to perform
only required duties despite having the
capacity to do more.2 Burnout, in contrast,
reflects emotional and physical depletion;
individuals may want to engage more
but often cannot.3 Struggling learners
constitute a third group: trainees who may
be motivated but typically lack sufficient
skills, experience, or support to meet
expectations.4 In practice, educators rarely
have access to intent and must infer
meaning from observed behavior alone,
which can lead to broad generalizations.5

Conflating these distinct phenomena risks
reinforcing assumptions and undermining
fair evaluation, appropriate support, and
effective intervention.

Professionalism in medicine is often
framed as a shared set of values; yet
the literature demonstrates that it has
at times been applied, or “weaponized,”
to reinforce majority-culture norms and
power structures.6 Defining professional-
ism primarily through behavior further
risks misinterpreting boundary-setting,
help-seeking, or adaptive responses to
strain as disengagement, a dynamic
reflected in Young et al’s findings.
Behaviors labeled as quiet quitting—

prioritizing work-life balance, leaving on
time, declining extra duties, or using
sick leave—may instead reflect resi-
dents adapting to evolving norms around
wellness and sustainability.1,5,6 Genera-
tional differences in training experiences
and power dynamics further compli-
cate these interpretations. An intergen-
erational cultural humility framework
may help interrogate assumptions and
mitigate confirmation bias between
faculty and residents.7

Young et al’s identification of drivers
such as lack of support and faculty
modeling of disengagement further
points toward structural and cultural
contributors that require systems-level
solutions in addition to individual
accountability.1 Burnout and disengage-
ment are similarly well-described as
largely systemic in nature.3 Guldner
emphasized that well-being is sha-
ped less by isolated wellness ini-
tiatives and more by organizational
culture, workload, autonomy, psycho-
logical safety, and meaningful support
structures.8 When institutions fail to
address moral injury, workload intensity,
or inconsistent mentorship, disengage-
ment may represent a rational response
to unsustainable systems rather than
disinterest in fulfilling responsibilities.

Struggling learners likewise require
structural support. Punitive feedback
systems, limited remediation pathways,
and variability in prior training expe-
riences can affect preparedness and
resilience, exacerbating disengagement.9

While Young et al., cite difficulty coping
with the volume and intensity of residency
work as a contributor to quiet quitting,
such challenges may instead reflect gaps
in teaching, mentoring, or support and
do not inherently meet the definition of
quiet quitting.1,5

We agree that quiet quitting
should prompt reflection within training
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programs and that responsibility cannot rest primarily on
individual residents or stand-alone wellness initiatives.1

Although targeted interventions specific to quiet quitting
remain understudied, evidence consistently supports systemic
approaches as drivers of engagement and well-being.3,8,9

However, programs must be equipped to differentiate between
those who are burned out or struggling, without default-
ing to labeling them more broadly as “quiet quitters,” to
best address the overlapping but distinct conditions that
contribute. This distinction is not semantic; it is essential to
fairness, learner development, and sustaining the future of
family medicine.
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